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MEIMCAL DISPUTE RESOLUTION AMENDED F1N1MNGS AND DECJSIN
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Type of Req uestor: (X ) HCP ( ) IE ( ) IC Response Timely Filed? (X) Yes 0 No
Requestor

GarzaChiropracticCliiiic TWCCNo.:

Houston, TX 77087 ired Employee’s Name:

Respondent’s Date of Injury:

Texas Mutual Insurance Co. Employer’s Name:
Rep. Box # 54

Insurance Carrier’s No.:
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Dates of Service
CPT Code(s) or Description Amount in Dispute Amount DueFrom To

$189.00 minus8-21-00 10-25-00 97150 $67.00 $162.00 paid by IC
= $27.00

9-20-00 97250 $43.00 $43.00
10-24-00 97110 (6 units) $2100.00
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The provider is requesting additional reimbursement of $1369.00 for dates of service 8-21-00 through 10-25-00. I
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The respondent is denying the additional reimbursement of$ 1,369.00. According to the carrier’s response to the medical dispute dated 4-9-0l,the carrier states, “In fact, please consider this response to suffice as the Fund’s response to the dispute and the Fund’s formal request for arefund of the charges identified.” I
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10-4-00
$0.00
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This AMENDED FINDINGS AND DECISION supersedes M4-Ol-1 1087-01 rendered in this Medical Payment Dispute involving theabove requestor and respondent.

The Medical Review Division’s Decision of 4-18-01 was appealed and subsequently withdrawn by the Medical Review Divisionapplicable to a Notice of Withdrawal of 5-23-01. The original decision and order erroneously stated that 97150 and 97250 were timedprocedures.

Under the provisions of Section 413.031 of the Texas Workers’ Compensation Act, Title 5, Subtitle A of the Texas Labor Code, effectiveSeptember 1, 1993 and Commission Rule 133.305, titled Request for Medical Disnute Resolution, a review was conducted by theDivision regarding a medical fee dispute between the requestor and the respondent named above. This dispute was received on 3-19-01.
A Conference was held on 4-16-01 at 8:30 am. Requestor was represented by Monica Cannon and Steve Bynum and Respondent wasrepresented by Ron Nesbitt. Both appeared by telephonic conference. The parties could not agree. During the conference, Mr. Nesbittdid mention the Fund is requesting a “refund” for reimbursed charges.

To request any “refund” as noted by the carrier in their response, the carrier shall submit a medical dispute resolution request inaccordance with Rule l33.305(aX8).
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Based on Commission Rule 133.305(a)(4) and (d)(l-2), the only dates of service is eligible for review are those commencing on 8-21-00and extending through 10-25-00.

DOS CPT Code Billed Pnid EOB Denial MARS RBFERENCE[RATIONALE
Code

8-21-00 97150 (4) $140.00 $54.00/date F $27.00 MFG, Medicine 97150 is nota8-23-00 GR (1)(AXIO)(a) timed
8-25-00 CPT Code procedure, the

Descriptor requestor8-28-00
incorrectly8-30-00
billed for 49-1-00 units, when only
1 is allowed per
session.
Respondent
incorrectly
reimbursed 2
units of 97150;
therefore, refund
of6X$27.00=
$162.00.9-5-00 97150 (2) $35.00 $0.00 F $27.00 MFG, Medicine 97150 is not a9-6-00 GR (1)(A)(lOXa) timed

9-8-00 CPT Code procedures the
Descriptor requestor91 100

incorrectly9-15-00
billed for 29-18-00 units, when only
1 is allowed per9-20-00
session.
Requestor did
not exceed the
number of
procedures
allowed per
session per
MFG, therefore,
7datesX
$27.00 =

$189.00.10-4-00 97150 (2) $35.00 $27.00/date F $27.00 MFG, Medicine 97150 is not a10-5-00 OR (I)(A)(10)(a) timed
10-6-00 CPT Code procedure, the

Descriptor requestor10-10-00
incorrectly10-12-00
billed for210-13-00 units, when only
1 is allowed per10 18 00
session.10-19..00
Respondent10-20-00
reimbursed the

10-23-00 provider for one
session per date10-24-00
in aceonlance10-25-00
with MFG;
therefore,
additional
reimbursement
is
recommended.9-20-00 97250 $43.00 $0.00 No EOB $43.00 MFO, Medicine 97250 is not a

OR (I)(A)(l0(a) timed
CPT Code procedure;
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Descriptor therefore,
denying
reimbursement
based upon
timed procedure
or exceeding
number of
procedures
allowed per
session was
incorrect.
Reimbursement
of $43.00 is
recommended.

10-4-00 97110(6) $210.00 $OXIO — F $35,00/15 mitt MFG, Medicine Dates of service

10-5-00 GR(I)(A)(9)(b), 10-2300 and

10-6-00 (I)A(1 I )(a), 10-25-00 were
listed on

10-10-00 (1)(C)(9) TWCC6O, but

10-12-00 were paid.
Therefore, no

10-13-00 longer in
1.04800 dispute.
10-19-00 See Below
10-20-00
10-24-00

Rationale for 97110:

Recent review of disputes involving one-on-one CPT code 97110 by the Medical Dispute Resolution section indicate overall deficiencies

in the adequacy of the documentation of this code both with respect to the medical necessity of one-on —one therapy and documentation

reflecting that these individual services were provided as billed. Moreover, the disputes indicate confusion regarding what constitutes

“one-on-one.” Therefore, consistent with the general obligation set forth in Section 4 13.016 of the Labor Code, the Medical Review

Division has reviewed the matters in light all of the Commission requirements for proper documentation. The therapy notes for these

dates of service do not support any clinical (mental or physical). reason as to why the patient could not have performed these exercises in

a group setting, with supervision, as opposed to one-to-one therapy. The Requestor has failed to submit documentation to support

reimbursement in accordance with the 1996 MFG; therefore, no reimbursement is recommended.

The difference between amount due of $232.00 and refund recommended of $162.00 $70.00.
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Based upon the review of the disputed healthcare services, the Medical Review Division has determined that the requestor is

entitled to additional reimbursement in the amount of $70.00.The Division hereby ORDERS the insurance carrier to remit

this amount plus all accrued interest due at the time of payment to the Requestor within 20-days of receipt of this Order.

Decision by:

3. oo5
Authorized Signature

Elizabeth Pickle
Typed Name Date olrder

Medical Dispute Resolution Findings and Decision (M4-O1-1534-01) TEXAS WORKERS’ COMPENSATION COMMISSION



Either party to this medical dispute may disagree with all or part of the Amended Decision and has a right to request a hearing. A
request for a hearing must be in writing and it must he received by the TWCC ChiefClerk ofProceedings/Appeals Clerk within
20 (twenty) days ofyour receipt of this decision (28 Texas Administrative code § 148.3). This Amended Decision was mailed to
the health care provider and placed in the Austin Representatives box on iQO. This Amended Decision is deemed
received by you five days after it was mailed and the first working day after the date the Decision was placed in the Austin
Representative’s box (28 Texas Administrative Code § 102.5(d)). A request for a hearing should be sent to: Chief Clerk of
Proceedings/Appeals Clerk, P.O. Box 17787, Austin, Texas, 78744 or faxed to (512) 804-4011. A copy ofthis Decision should
be attached to the request.

The party appealing the Division’s Amended Decision shall deliver a copy of their written request for a hearing to the opposing
party involved in the dispute.

Si prefiere hablar con nun persona in español acerca de ésta correspondencia, favor de liamar a 512-804-4812.
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I hereby verify that I received a copy of this Amended Decision and O1der in the Austin Representative’s box.

Signature of Insurance Carrier: Date: -
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